A ten week old girl who had previously undergone a palliative procedure for the hypoplastic left heart syndrome had unrelieved aortic coarctation that did not respond to standard balloon dilatation. Complete relief of coarctation with prompt clinical improvement was achieved with placement of an 8 mm selfexpanding stent.
Transcatheter stent implantation to treat aortic coarctation in infancy Andrew N Redington, Alison M Hayes, Siew Yen Ho Abstract A ten week old girl who had previously undergone a palliative procedure for the hypoplastic left heart syndrome had unrelieved aortic coarctation that did not respond to standard balloon dilatation. Complete relief of coarctation with prompt clinical improvement was achieved with placement of an 8 mm selfexpanding stent.
Transcatheter stent implantation may have a role in selected patients with aortic coarctation.
(Br Heart 7 1993; 69:80-82) Transcatheter placement of endovascular stents in patients with peripheral and coronary artery disease has been widely reported.' 2 These devices have also been used to treat children and adults with congential heart disease. Transcatheter placement of stents in the arterial duct, for palliation of complex congenital heart disease, has recently been described,3 and peripheral pulmonary artery stenosis has been successfully treated by this technique. 4 We report the successful treatment of postoperative aortic coarctation in a patient who had previously undergone palliative surgery for the hypoplastic left heart syndrome. each pulmonary artery was perfused through a 2-5 mm fenestration and the proximal and distal aorta was supplied via the pulmonary artery through the newly created aortopulmonary anastomosis.
The initial postoperative progress was relatively smooth and she was extubated on the sixth postoperative day. She remained on the general ward awaiting cardiac transplantation. Four weeks later she had developed worsening symptoms of heart failure despite increasing diuretic therapy. Cardiac catheterisation and angiography showed severe aortic coarctation (diameter 3 mm) with a peak-to-peak systolic gradient of 40 mm Hg between the proximal aortopulmonary segment and descending aorta. Transcatheter balloon dilatation was performed with an 8 mm balloon (balloon:aortic ratio of 1:1). There was no residual waist during balloon inflation: stenosis returned after deflation and haemodynamic function did not improve. There was continued deterioration and she was re-ventilated because of worsening heart failure. Clinically there was evidence of increased pulmonary blood flow, presumably related to the obstruction distal to the origin of the pulmonary arteries, which resulted in increased systolic and diastolic pulmonary perfusion pressure. Further surgery was felt to be undesirable and so she underwent repeat cardiac catheterisation with stent implantation. Informed consent was obtained from the parents and the procedure was approved by the hospital ethics committee.
After aortography ( fig IA) (fig 1 B) . There was no residual peak-to-peak pressure gradient between the ascending and descending aorta on pullback.
The patient was given heparin and subsequently warfarin. Her clinical condition rapidly improved and she was weaned from
Transcatheter stent implantation to treat aortic coarctation in infancy In summary, we showed that it is possible to relieve severe symptomatic aortic coarctation by transcatheter placement of a selfexpanding endovascular stent. Though this approach is of limited clinical utility it clearly has a role in patients in whom long-term relief of stenosis is not required.
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